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19th CardioVascular Summit: TCTAP 2014Case Summary:
Coronary artery spasm is common and usually not clinically signiﬁcant.
However, intense spasm can transiently causes complete occlusion of the artery
resulting in chest pain at test and ST elevation on ECG but can be easily treated with s/
l GTN.
In our patient, sudden occlusion of a normal coronary artery 6 hours after a coronary
angiography suggested vasospasm as the etiology.S76 JACC Vol 63/12/Suppl S j April 22–25, 2014 jThe unusual thing was that the spasm in the mid LAD was persistent and lead to
thrombus formation in the coronary artery.
After successful treatment with aspiration thrombectomy and IC GTN, IVUS exam-
ination did not showed signiﬁcant disease.
This case illustrated coronary spasm as a possible cause of STEMI, albeit rare, and
possible association with her “non-ischemic” cardiomyopathy in this case.
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[Clinical Information]
Patient initials or identiﬁer number:
HK
Relevant clinical history and physical exam:
The case was 50 years old female who had a history of Non-ST elevation inferior
myocardial infarction due to coronary spasm in 2007. She visited to our hospital
because of chest oppression for 1 hour.
The blood pressure was 140/90 mmHg, and the heart rate was 74 beats/minutes. No
cardiac murmur and no lung rale could be heard.
Relevant test results prior to catheterization:
The 12 leads electrocardiogram showed peaked T wave in lead V3-6. The chest
roentgenogram showed no evidence of congestive heart failure. No cardiac enzyme
including cardiac troponin was elevated in the laboratory tests. The transthoracic
echocardiography showed antero-apical asynergy.
Relevant catheterization ﬁndings:
The coronary angiography showed total occlusion in distal left anterior descending
artery #8
[Interventional Management]
Procedural step::
Guiding catheter: 6Fr Axess JL3.5ST
Crossed the guide wire (Runthrough extra ﬂoppy) with Finecross GT support.
Dilated the lesion with balloon (TAZUNA 1.5*15mm) 5 times.
Took the intravascular ultrasound (IVUS) (Navifocus) image.
Recross another wire (Sion Blue) in the true lumen with Crusade support.
Dilated the lesion with balloon (TAZUNA 1.5*15mm) 5 times.
Dilated with larger balloon (KUNAI 2.25*13)
Finished the procedure with TIMI III ﬂow.TCTAP Abstracts/CASE/Acute Coronary Syndrome: STEMI, NSTE-ACS
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19th CardioVascular Summit: TCTAP 2014Case Summary:
At the start of the procedure, we thought this event was acute coronary syndrome due
to plaque rupture. After the ﬁrst ballooning of the lesion, the ante grade ﬂow were
restored but diminished.We decided to take IVUS image. The IVUS showed that the
wire (Runthrough) was positioned at pseudo lumen from the site of totally occluded.
From the IVUS image we found out the entry point to the pseudo lumen was near the
diagonal brunch and same direction to the diagonal brunch. We inserted another guide
wire (Sion Blue) with crusade on Runthrough. We manipulated the Sion Blue using
the diagonal brunch as a land mark. We succeed to put the wire in another space
relatively with ease. The IVUS image conﬁrmed the Sion Blue was in true lumen. We
dilated the lesion ﬁnally with the 2.25mm balloon and ﬁnished the procedure with
TIMI III ﬂow. The 12 leads electrocardiography showed T wave inversion in left
precordial leads.
From the IVUS image, we suggested the etiology of this event was spontaneous
coronary dissection. Moreover, from the past history event coronary spasm, the
dissection might be due to coronary spasm.
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Patient initials or identiﬁer number:
T.I (ID number 32663)
Relevant clinical history and physical exam:
62-year-old male had a history of CABG (LIMA to LAD) due to AMI at the other
hospital in 15 years ago. He took aspirin and stain after the operation.
In August 2011, he was transferred to our hospital because of acute chest oppression.
On arrival ﬁndings, his blood pressure was 144/72 mmHg, his heart rate was 84 bpm
and the respiratory rate was 22/min.
Relevant test results prior to catheterization:
ECG showed the ST elevations in I, aVL and V2-5 leads. UCG showed akinesis of left
ventricular anterior wall and the ejection fraction was approximately 35%, and these
ﬁndings indicated the recurrence of anterior STEMI.
Relevant catheterization ﬁndings:
CAG showed total occlusion of proximal LAD in native coronary artery. Left internal
mammary artery (LIMA) was also occluded at mid portion. We diagnosed the anterior
STEMI due to acute occlusion of LIMA.
[Interventional Management]
Procedural step:
Guiding catheter LR-4 6Fr was engaged to LIMA via right femoral artery. Floppy
wires were easily crossed the lesion of LIMA to LAD. We performed pre-dilatation
with 2.0mm balloon. IVUS showed much plaque in the culprit lesion of LIMA. We
deployed DES 2.5x32mm in the lesion of LIMA. Final angiography showed good
dilatation and reperfusion.E/Acute Coronary Syndrome: STEMI, NSTE-ACS S77
